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AN  ASSESSMENT  OF  HEALTH  SERVICE  NEEDS  FOR  THE 
NATIVE  AMERICAN  COMMUNITY  IN  NORTH  CAROLINA 


EXECUTIVE  SUMMARY 


This  assessment  identified  available  health-related  services  and  the  major  barriers  to 
obtaining  adequate  health  care  for  Native  Americans  in  North  Carolina.  The  survey  assessed 
methods  used  to  reach  Native  Americans  and  the  general  population,  the  availability  of  data  on 
ethnicity,  perceived  health  service  needs  for  Native  Americans,  and  recommended  strategies  to 
overcome  those  needs. 

The  sample  included  the  20  counties  that  had  600  or  more  Native  Americans  according 
to  the  Census  and/or  a  percentage  of  Native  Americans  greater  than  1%.  For  data  analyses, 
responses  were  examined  for  the  individual  variables.  Frequencies  and  percentages  of  responses 
were  computed  for  individual  variables.  Comparisons  were  made  among  the  responses  of  the 
health  departments,  community  health  centers,  and  community-based  organizations.  This  was 
done  for  the  areas  of  the  questionnaire  addressing  need  for  strategies  to  serve  Native  Americans. 

The  respondents  were  health  educators  at  20  local  health  departments  and 
representatives  of  7  community  health  centers  and  24  community-based  organizations.  The 
community  organizations  included  the  10  tribal  organizations  in  the  20  counties,  as  well  as  other 
community  agencies.  Transportation  was  seen  as  a  particular  need  for  Native  Americans  by 
nearly  all  respondents.  Similarly,  the  majority  of  health  agencies  and  community  organizations 
felt  a  need  for  more  evening  and  weekend  hours  to  better  serve  Native  Americans.  The  location 
of  health  services  was  another  area  in  need  of  improvement  as  identified  by  the  majority  of 
respondents.  There  was  much  perceived  need  for  culturally  appropriate  materials  for  health 
education  and  much  need  for  culturally  appropriate  care.  Although  most  were  doing  some 
outreach  using  a  variety  of  media,  there  was  great  perceived  need  for  more  outreach  efforts. 

Recommendations  from  this  survey  include  the  development  of  more: 

♦  partnerships  between  local  health  departments  and  community  organizations  for  providing 
services  and  mutual  support,  and  for  the  development  of  culturally  appropriate  services; 

♦  outreach  to  the  Native  American  community  to  increase  awareness  of  services  available; 

♦  accessible  transportation  systems  or  decentralized  services; 

♦  extended  hours  to  improve  access  for  this  community;  and 

♦  advisory  groups  with  Native  American  representation  for  input  on  health  and  human 
service  needs. 

A  more  extensive  assessment  would  help  obtain  a  better  picture  of  the  health  service 
needs  of  this  community.  However,  this  preliminary  assessment  and  the  information  in  the 
literature  can  provide  the  basis  for  improving  the  health  status  of  Native  Americans  in  North 
Carolina.  - 
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AN  ASSESSMENT  OF  HEALTH  SERVICE  NEEDS  FOR  THE 
NATIVE  AMERICAN  COMMUNITY  IN  NORTH  CAROLINA 


OVERVIEW 

The  newly  established  Office  of  Minority  Health  conducted  four  assessment  projects  during 
1993.  Three  addressed  the  health  service  needs  of  specific  ethnic  groups  in  North  Carolina  —  African 
Americans,  Hispanics/Latinos,  and  Native  Americans.  The  fourth  project  assessed  the  needs  and  barriers 
for  minorities  entering  health  professions.  The  intent  of  these  projects  was  to  learn  what  was  being  done 
to  meet  the  health  service  needs  of  minorities  in  North  Carolina,  what  people  saw  as  the  major  barriers  to 
adequate  health  care  for  minorities,  what  resources  were  available,  and  what  was  recommended  to 
change  the  situation. 

Due  to  the  limited  resources  and  the  necessarily  short  time  frame,  these  projects  were  not 
intended  to  be  definitive  statements  about  the  health  service  needs  of  minorities  in  North  Carolina. 
Instead,  they  were  preliminary  assessments,  which  helped  identify  important  issues  and  concerns  as  well 
as  many  questions  for  future  investigation.  While  the  disparities  in  health  status  between  the  majority 
and  minority  populations  are  well  known,  there  was  little  information  about  the  availability  of  health 
services  that  could  reduce  the  gap  in  North  Carolina.  This  information  can  be  used  by  state  and  local 
agencies  in  developing  initiatives  to  improve  the  health  of  racial  and  ethnic  minorities  in  North  Carolina. 


Purpose 

This  particular  project  identified  the  efforts  toward  improving  the  health  of  Native  Americans  in 
North  Carolina.  It  determined  some  of  the  major  barriers  to  obtaining  adequate  health  care  for  the  Native 
American  community.  It  also  provided  the  basis  for  recommendations  to  reduce  those  barriers  and  to 
improve  the  health  status  of  this  group.  Perspectives  came  from  local  health  departments,  community 
health  centers,  and  community  organizations.  The  intent  was  to  determine  what  was  being  done  to 
improve  the  health  of  Native  Americans  and  what  was  still  needed.  The  project  was  done  in  cooperation 
with  the  North  Carolina  Commission  of  Indian  Affairs.  The  information  obtained  should  serve  as  a 
baseline  for  planning  by  state  and  local  agencies. 

The  specific  objectives  were  as  follows: 

♦     Identify  strategies  at  the  state  and  local  levels  to  address  the  health  service  needs  of  Native 
Americans  in  North  Carolina; 


♦ 


♦ 


Identify  barriers  to  health  care  services  as  perceived  by  health  care  providers,  community 
organizations,  and  Tribal  representatives; 

Make  recommendations  for  addressing  the  public  health  needs  of  the  Native  American  community  in 
North  Carolina. 


POPULATION  CHARACTERISTICS 

The  term  Native  American  refers  to  the  indigenous  peoples  of  North  America.  It  includes 
American  Indians,  Eskimos,  and  Aleutian  Islanders.  The  terminology  and  classification  by  race  differ 
across  federal  data  bases  (Hahn,  1992).  In  the  1980  census,  Eskimos  and  Aleuts  were  listed  separately 
from  American  Indians.  In  birth  documents,  all  three  are  grouped  together.  On  death  certificates,  the 
term  Indian  includes  American,  Canadian,  Eskimo,  and  Aleut.  Some  people  prefer  to  call  themselves 
Native  Americans  while  others  prefer  to  be  American  Indians  (Kramer,  1992).  The  terms  are  used  in  this 
report  interchangeably.  No  attempt  was  made  to  make  biological  distinctions  on  the  basis  of  race,  as 
such  issues  are  still  widely  debated  (Jackson,  1992).  Regardless  of  the  terminology  used,  it  is  important 
to  recognize  the  heterogeneity  within  any  racial  or  ethnic  group.  Over  50%  of  the  1.3  million  Native 
Americans  in  the  US  today  live  in  urban  areas  (US  Conference  of  Local  Health  Officers  (USCLHO), 
1993).  There  are  500  tribes  in  the  United  States,  which  presently  speak  150  different  languages  (Kramer, 
1992).  Therefore,  these  people  represent  very  different  cultural  traditions  and  histories.  The  six  tribes  in 
North  Carolina  are  discussed  in  more  detail  below. 


Demographics. 

In  1990,  there  were  80,155  Native  Americans  in  North  Carolina  (State  Center  for  Health  & 
Environmental  Statistics  (SCHES),  1993b).  This  represented  1.2%  of  the  state's  population  (Table  1). 
North  Carolina  has  the  largest  population  of  American  Indians  east  of  the  Mississippi  River  and  the 
seventh  largest  American  Indian  population  in  the  nation  (NC  Commission  of  Indian  Affairs,  1993). 


Table  L  Racial  groups  in  North  Carolina,  1990. 

population  %  of  total 


Total  6,628,637  100.0 


1.2 

75.6 

22.0 

0.8 

0.5 

Data  source:  NC  State  Center  for  Health  and  Environmental  Statistics  (Surles,  1993). 
*Hispanics/Latinos  may  be  members  of  any  racial  group. 


From  1980-1990,  the  state's  Native  American  population  increased  by  24%  (SCHES,  1993a). 
See  Figure  1  for  these  data.  This  compares  to  a  growth  rate  of  about  12%  for  the  White  non-Hispanic 
population  in  the  state.  Some  of  the  apparent  growth  for  Native  Americans  has  been  attributed  to 
improved  census  collection  methods,  natural  population  increases,  and  increased  numbers  of  people 
identifying  themselves  as  Native  Americans  (Surles,  1993). 


Racial  groups* 

Native  American 

80,155 

White 

5,008,491 

African  American 

1,456,323 

Asian  and  Pacific  Islander 

52,166 

Other  race 

31,502 

Figure  1.  Percent  increase  in  North  Carolina  population, 
1980  to  1990. 


African  American       Hispanic/Latino        Native  American 


White 


Data  source:  North  Carolina  State  Center  for  Health  and 
Environmental  Statistics  (Surles,  1993). 


The  Native  American  community  is  largely  a  young  one,  with  a  median  age  in  North  Carolina  of 
26  years  compared  to  34.7  years  in  White  non-Hispanics  and  28.5  years  in  Black  non-Hispanics  (Surles, 
1993).  See  Figure  2  for  these  comparisons.  Nationally,  the  median  age  of  Native  Americans  was  22.6 
years  compared  to  30  years  for  all  races  (Health  Resources  &  Services  Administration  (HRSA),  1991). 
Native  Americans  are  one  of  the  poorer  groups  in  the  United  States,  with  a  poverty  rate  that  is  two  to 
three  times  the  overall  national  rate  (HRSA,  1991;  Prieto,  1989).  From  the  1990  census  in  North 
Carolina,  the  poverty  rate  was  estimated  at  13%  for  the  population  as  a  whole,  and  24.4%  for  Native 
Americans  (US  Bureau  of  the  Census,  1992).  However,  poverty  rates  were  calculated  from  a  weighted 
sample  of  17%  of  the  population.  Minorities  and  the  very  poor  were  likely  to  have  been  under- 
represented  in  that  sample.  This  could  lead  to  an  underestimate  of  the  rates  for  certain  groups. 
Unemployment  rates  also  indicate  economic  status.  In  North  Carolina,  Native  Americans  were  2.5  times 
more  likely  to  be  unemployed  than  were  Whites  in  1990  (SCHES,  1993a). 


Figure  2.  Median  age  in  years,  North  Carolina,  1990. 


African  American       Hispanic/Latino        Native  American 


White 


Data  source:  North  Carolina  State  Center  for  Health  and 
Environmental  Statistics  (Suries,  1993). 


American  Indian  Tribes  and  Organizations  in  North  Carolina. 

Tribes.  There  are  six  American  Indian  tribes  in  North  Carolina  that  are  recognized  by  the  state. 
Only  the  Eastern  Band  of  Cherokee  is  formally  recognized  by  the  federal  government.  In  addition,  there 
are  three  Urban  Centers  in  the  state,  which  are  located  in  Cumberland,  Guilford,  and  Mecklenburg 
counties.  The  six  tribes  and  three  urban  centers  are  described  below,  and  their  locations  are  illustrated  in 
Figure  3  (NC  Commission  of  Indian  Affairs,  1993  and  undated). 

The  Coharie  Indians,  who  live  in  Sampson  and  Harnett  counties,  have  1,500  tribal  members. 
The  Coharie  are  reportedly  descended  from  Iroquoian-speaking  tribes.  Those  were  the  Ri-Coherrians 
and  Saxapahaw  tribes,  which  settled  on  the  Cape  Fear  and  Saxapahaw  Rivers  and  tributaries. 

The  Eastern  Band  of  the  Cherokee  lives  on  the  Qualla  Boundary  Reservation.  This  land  area 
includes  56,572  acres  in  western  North  Carolina,  and  spans  Graham,  Swain,  Jackson,  and  Cherokee 
counties.  The  10,000  members  of  this  tribe  are  descended  from  the  Cherokee  who  reportedly  hid  in  the 
mountains  of  North  Carolina  in  the  1830's  rather  than  march  along  the  infamous  "Trail  of  Tears"  to 
Oklahoma.  As  noted  earlier,  the  Cherokee  tribe  is  the  only  tribe  in  North  Carolina  which  is  federally 
recognized  and  lives  on  a  reservation.  Consequently,  it  is  also  the  only  group  served  by  the  Bureau  of 
Indian  Affairs  and  the  Indian  Health  Service. 

The  Haliwa-Saponi  mainly  live  in  Halifax  and  Warren  counties.  The  area  around  Hollister, 
Essex  and  Bethlehem  is  considered  their  community  center.  The  Haliwa-Saponi  tribe  is  the  third  largest 
in  the  state,  having  approximately  2,800  tribal  members.  Records  indicate  that  the  Haliwa-Saponi  are 
descended  from  the  Saponi,  Tuscarora,  and  Nansemond  native  peoples.  They  have  been  in  Halifax  and 
Warren  counties  since  1800. 
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The  Lumbee  tribe  is  composed  of  more  than  40,000  Indians  living  in  Robeson,  Hoke,  and 
Scotland  counties.  The  Lumbee  tribe  is  the  largest  single  tribe  east  of  the  Mississippi  River  and  the 
largest  one  that  is  not  federally  recognized.  The  present-day  Lumbee  are  reportedly  descended  from 
aboriginal  Indian  tribes,  who  were  largely  Cheraw  and  Siouan  people.  Those  tribes  have  inhabited  the 
Robeson  county  area  since  the  1700s. 

The  Meherrin  Indians,  with  about  400  members,  live  in  small  communities  around  Hertford, 
Bertie,  Northampton,  and  Gates  counties.  Treaties  of  1667  and  1729  granted  the  Meherrins  a  reservation 
near  Winton  in  Hertford  County.  Although  the  Meherrin  did  not  retain  their  reservation,  they  are  the 
only  non-reservation  Indians  in  the  state  who  still  live  near  their  original  reservation. 

The  Waccamaw-Siouan  tribe  of  1,500  members  is  located  in  the  southeastern  counties  of 
Columbus  and  Bladen.  The  Waccamaw-Siouan  people  call  themselves  "People  of  the  Fallen  Star".  The 
name  comes  from  an  old  legend  about  a  ball  of  fire  that  fell  to  the  earth  with  such  force  that  it  created 
Lake  Waccamaw.  Since  its  earliest  recorded  exploration  by  Bartram  and  Waccamaw  Indians  in  1735, 
there  have  been  many  legends  about  the  origin  of  the  lake. 

Tribal  organizations.  In  addition  to  the  six  tribes,  there  are  three  tribal  organizations  in  North 
Carolina.  The  Cumberland  County  Association  for  Indian  People  (CCAIP)  is  a  non-profit  organization 
serving  approximately  4,500  Indians  in  Fayettville  and  Cumberland  County.  Established  in  1965, 
CCAIP  provides  programs  for  the  welfare  and  development  of  the  Indian  community.  Guilford  Native 
American  Association  in  Greensboro  also  is  a  non-profit  urban  Indian  center.  It  was  established  in  1975 
as  an  advocacy  agency  for  the  more  than  3,000  Indians  living  in  Guilford  County  and  the  surrounding 
counties.  It  also  provides  social  services  and  cultural  activities.  In  1976,  the  Metrolina  Native  American 
Association  was  chartered  by  the  state  of  North  Carolina.  The  Association  works  for  the  social  and 
economic  development  of  the  Indian  population  in  Charlotte  and  the  surrounding  12-county  region. 


Health  status. 

According  to  a  recent  report  from  the  SCHES  (1993a),  the  health  of  the  Native  American 
community  in  North  Carolina  is  better  than  that  of  the  African-American  population  but  worse  than  that 
of  non-Hispanic  Whites.  The  leading  causes  of  death  are  heart  disease,  cancer,  motor  vehicle  injuries, 
cerebrovascular  disease,  and  diabetes. 

Age-adjusted  mortality  rates  are  useful  for  comparing  population  groups.  The  rankings  are 
similar  for  Native  Americans  and  all  races  in  the  United  States  (HRSA,  1991),  but  the  rates  vary.  The 
leading  causes  are  major  cardiovascular  diseases  and  heart  diseases,  cancers,  and  accidents.  For  Native 
Americans,  the  fifth  is  motor  vehicle  accidents,  while  for  all  races  it  is  cerebrovascular  diseases  (HRSA, 
1991).  In  North  Carolina,  the  highest  of  the  age-adjusted  rates  for  Native  Americans  is  for  heart  disease, 
which  is  followed  by  cancer  (SCHES,  1993a).  The  third  highest  in  NC  Native  Americans  is  motor 
vehicle  accidents.  Furthermore,  the  rate  for  motor  vehicle  deaths  is  nearly  twice  that  of  Whites  in  NC 
and  1.7  times  that  of  Blacks.  Similarly,  in  the  US,  Native  Americans  die  from  motor  vehicle  injuries 
about  2.5  times  as  often  as  all  races  combined  (HRSA,  1991).  Another  notable  issue  for  NC  is  the  age- 
adjusted  death  rate  for  diabetes  in  Native  Americans,  which  is  nearly  three  times  that  of  Whites  (SCHES, 
1993a).  In  the  US,  it  is  twice  as  high  as  that  for  all  races  (HRSA,  1991). 

Health  status  expressed  by  race  and  ethnicity  is  confounded  by  factors  associated  with 
socioeconomic  status  (Krieger,  1992).  People  with  lower  incomes  and  education  frequently  have  a 
higher  prevalence  of  risk  factors.  Consequently,  there  is  a  need  for  health  data  to  be  presented  by 
socioeconomic  status  to  identify  poverty  issues  and  by  race  and  ethnicity  to  note  associations  with  race 


or  racism  (Krieger,  1992;  Warren,  1993).  In  one  study,  there  was  no  racial  difference  in  all  causes  of 
mortality  nor  in  mortality  due  to  heart  disease  when  socioeconomic  status  was  considered  (Keil, 
Sutherland,  Knapp,  &  Tyroler,  1992). 

Given  these  data,  it  is  important  to  note  that  obtaining  accurate  health  statistics  for  the  Native 
American  community  is  difficult.  The  availability  and  accuracy  of  data  by  race  and  ethnicity  vary.  In 
federal  databases,  individuals  can  be  assigned  a  different  race  at  birth,  during  life,  and  at  death  (Hahn, 
1992).  These  factors  make  it  difficult,  if  not  impossible,  to  track  progress  toward  health  objectives  for 
the  year  2000  (DHHS,  1991).  These  issues  are  addressed  in  more  detail  later  in  this  report. 


Barriers  to  health  services. 

Barriers  to  serving  minority  populations  were  assessed  in  a  national  survey  of  local  health 
departments  (USCLHO,  1992).  These  included  lack  of  funding,  low  awareness  of  available  health 
programs  and  good  health  practices,  and  transportation.  Economic  barriers  to  health  care  are  significant 
for  all  low-income  people,  many  of  whom  is  Native  American,  as  noted  earlier.  These  factors  include 
unemployment,  cost  of  care,  and  lack  of  insurance  or  inadequate  insurance  (HRSA,  1991).  In  North 
Carolina,  the  Cherokee  Indians  are  the  only  federally  recognized  tribe,  and  are  the  only  NC  Indians  that 
have  access  to  the  Indian  Health  Service.  However,  the  Cherokee  people  live  in  very  sparsely  populated 
areas  where  few  services,  public  or  private,  are  within  reach  (Dial,  1993).  Other  state  recognized  tribes 
do  not  have  access  to  the  resources  of  the  Indian  Health  Service,  nor  do  urban  Indian  populations, 
whether  or  not  they  are  part  of  federally  recognized  tribes. 

Other  barriers  are  associated  as  much  with  income  as  with  race  or  ethnicity.  These  include 
having  few  or  no  providers  even  for  those  with  public  insurance,  as  well  as  transportation,  child  care,  and 
location  of  care  (HRSA,  1991).  The  ability  to  identify  a  usual  source  of  medical  care  is  an  important 
predictor  of  actual  health  care  use  (Anderson,  Aday,  Lyttle  et  al,  1987).  Furthermore,  access  for  many 
minority  groups  is  hindered  by  lack  of  information  about  available  services  (HRSA,  1991). 

Another  important  factor  includes  cultural  differences  between  providers  and  clients  and  the 
exclusion  of  cultural  considerations  in  the  care  provided.  Some  American  Indians  see  a  barrier  to  health 
and  human  services  due  to  mutual  misinterpretation  of  cultural  norms  and  etiquette.  Indian  elders  report 
experiencing  the  effects  of  racism  and  stereotyping  (Kramer,  1992).  Some  people  feel  this  leads  to 
unsatisfactory  treatment  by  health  care  providers  and  loss  of  confidentiality  about  their  illnesses  (Dial, 
1993;  HRSA,  1991).  Traditional  diets,  usual  health  practices,  and  traditional  healing  methods  could  be 
included  for  more  effective  care  (Cheung  &  Snowden,  1990;  Kramer,  1992;  Waldram,  1990).  These  are 
explained  further  in  the  Discussion  section. 

Having  more  providers  from  the  same  ethnic  group  can  decrease  cultural  barriers  to  care  (Prieto, 
1989).  However,  in  1991,  minorities  were  under-represented  in  many  health  care  professions  in  North 
Carolina  (Tefft  &  Mayo,  1994).  While  Native  Americans  represented  1.2%  of  the  population,  they  only 
comprised  0.1%  of  physicians  in  the  state.  They  also  made  up  0.4%  of  dentists,  0.3%  of  pharmacists, 
and  0.1%  of  physical  therapists.  Of  Registered  Nurses  in  North  Carolina,  0.3%  were  Native  Americans, 
as  were  0.8%)  of  Licensed  Practical  Nurses.  In  this  state,  the  ratio  of  Native  American  physicians  to 
Native  American  residents  was  1 :7000.  For  Whites,  the  ratio  was  approximately  1 :443  (Tefft  &  Mayo, 
1994). 


SURVEY  METHODS 

A  telephone  survey  was  conducted  in  June  and  July  of  1993  for  the  needs  assessment.  Those 
surveyed  were  representatives  of  local  health  departments,  community  health  centers,  tribal 
organizations,  and  community-based  organizations.  This  section  includes  the  development  of  the 
questionnaire,  sampling  procedures,  and  data  analyses. 


Questionnaire. 

A  questionnaire  was  developed  from  the  one  used  in  the  Hispanic/Latino  assessment  (Lopez, 
1993a).  It  included  items  that  assessed  methods  used  to  reach  Native  Americans  and  the  general 
population,  availability  of  data  on  ethnicity,  perceived  health  service  needs  for  Native  Americans,  and 
recommended  strategies  to  overcome  those  needs. 

The  first  section  of  the  questionnaire  addressed  methods  used  to  reach  the  general  population 
and/or  to  target  the  Native  American  community.  It  included  access  issues  such  as  location  of  services, 
transportation,  outreach  (newspapers,  posters,  radio  or  television,  flyers,  and  health  fairs),  and  partners  in 
care  (public  and  community  organizations  and  churches).  These  data  were  coded  as  available  for  the 
general  population,  targeted  to  Native  Americans,  or  available  for  both  groups.  Other  items  were 
included  on  the  instrument  and  used  as  a  checklist  for  recording  responses  about  activities  targeted  to 
Native  Americans.  Those  items  were  child  care,  social  services,  home  visiting,  and  primary  care 
referrals. 

For  the  section  on  perceived  needs  and  recommendations,  the  focus  was  on  whether  the 
respondents  thought  these  issues  were  needs,  regardless  of  their  responses  in  the  section  on  methods 
used.  A  four-point  scale  was  used  ~  need  more  help,  doing  all  right  with  existing  system/resources,  not 
a  need  here,  and  have  not  really  considered  it.  It  included  questions  concerning  culturally  appropriate 
health  care  and  educational  materials  in  addition  to  questions  about  the  access  issues  mentioned  above. 


Sampling 

According  to  the  1990  census.  Native  Americans  lived  in  all  100  counties  of  the  state  (SCHES, 
1993b).  However,  79%  lived  in  the  10  following  counties:  Cumberland,  Columbus,  Guilford,  Halifax, 
Hoke,  Jackson,  Mecklenburg,  Robeson,  Scotland  and  Swain.  Of  the  state's  Native  American  population, 
49%  lived  in  Robeson  County  and  accounted  for  39%  of  that  county's  population.  Another  7.7%  lived  in 
the  Cherokee  Reservation  counties  of  Graham,  Jackson,  and  Swain.  Approximately  80%  of  the  state's 
Native  American  population  lived  in  rural  areas. 

Counties  were  selected  for  this  survey  according  to  their  populations  of  Native  Americans,  using 
estimates  from  the  census  (SCHES,  1993b).  Twenty  counties  had  one  or  both  of  the  following  criteria: 

♦  there  were  at  least  600  Native  Americans  in  the  county; 

♦  Native  Americans  were  at  least  one  percent  (1%)  of  the  county's  population. 

Those  counties  were  likely  to  have  felt  a  significant  effect  of  providing  health  care  for  Native  Americans. 
A  map  of  the  20  counties  included  in  the  assessment  can  be  seen  in  Figure  4,  and  a  list  is  given  in 
Appendix  B.  .  , 


Agency  selection.  The  researcher  contacted  all  local  health  departments,  community  health 
centers,  and  tribal  organizations  in  those  counties.  Other  community-based  organizations  were  included 
by  referral  from  agency  representatives.  Represented  were  health  and  human  service  agencies  as  well  as 
economic  development  groups. 

Interview  contacts.  The  consultant  (FW  Turner),  a  Native  American,  personally  visited  the 
tribes  and  tribal  organizations  prior  to  initiating  the  survey.  The  intention  of  these  visits  was  to  explain 
the  purpose  of  the  Office  of  Minority  Health  and  the  assessment  projects.  This  was  considered  important 
for  communication  and  participation  due  to  cultural  factors. 

An  advance  letter  was  sent  to  the  Directors  of  the  selected  local  health  departments  and 
community  health  centers,  and  to  the  Executive  Directors  of  the  tribes  and  tribal  organizations.  It 
explained  the  purpose  of  the  project  and  that  the  researcher  would  be  calling  to  arrange  a  telephone 
interview  of  10-15  minutes.  For  the  local  health  departments,  the  letter  requested  an  interview  with  a 
health  educator.  All  interviews  were  conducted  by  telephone  by  the  same  researcher.    As  community- 
based  organizations  were  identified  through  referrals,  those  agencies  were  contacted  directly  by  phone  to 
explain  the  survey  and  to  request  telephone  interviews. 


Data  analyses. 

Frequencies  and  percentages  were  examined  by  the  type  of  agency.  These  organizations  may 
have  used  different  methods  for  reaching  Native  Americans,  and  may  have  had  different  perspectives 
regarding  service  needs  and  recommendations.  The  local  health  departments  and  community  health 
centers  were  examined  separately.  The  community  health  centers  were  all  federally  funded,  and 
included  one  funded  through  the  Indian  Health  Service.  The  community-based  organizations  were 
grouped  for  analyses;  they  included  tribal  organizations  as  well  as  other  community  groups. 


SURVEY  RESULTS 

All  20  local  health  departments  in  the  selected  counties  were  surveyed.  However,  one  Director 
of  a  local  health  department  (LHDs)  said  that  agency  saw  so  few  Native  Americans  that  many  of  the 
questions  were  not  relevant.  This  left  an  effective  sample  size  of  19  for  the  local  health  departments  for 
some  items,  along  with  7  community  health  centers  (CHCs).  The  24  respondents  from  community-based 
agencies  (CBOs)  included  representatives  of  the  ten  tribal  organizations  in  these  counties  as  well  as  other 
community  agencies. 

The  results  presented  here  are  the  findings  for  the  individual  variables,  which  are  presented  by 
category.  For  example,  the  availability  of  outreach  methods  is  reported  along  with  the  findings  of 
perceived  need  for  such  outreach  methods.  The  percentages  are  given,  followed  by  the  sample  sizes  for 
the  responses  in  parentheses. 


Physical  access. 

Hours.  All  respondents  were  asked  about  the  availability  of  evening  or  weekend  hours.  See 
Figure  5a  for  these  data.  Of  the  local  health  departments,  65%  (13)  had  some  available  for  the  general 
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population,  and  an  additional  20%  (4)  had  some  targeted  to  Native  Americans.  For  the  responding 
community  health  centers,  57%  (4)  had  such  hours,  and  one  had  them  targeted  to  meet  the  needs  of 
Native  Americans. 


Figure  5a.  Availability  of  evening  or  weeitend  hours  (%). 
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targeted  to  Native 
Americans 


There  was  some  variation  in  the  local  health  departments  about  the  perceived  need  for  more    ' 
evening  or  weekend  hours  (Figure  5b).  Of  19  respondents,  74%  (14)  felt  that  more  evening  or  weekend 
hours  were  needed  for  serving  Native  Americans.  Another  1 1%  (2)  said  that  what  they  had  was 
adequate,  and  1 1%  (2)  felt  there  was  not  a  need  for  evening  or  weekend  hours  for  this  population.  All 
seven  of  the  community  health  centers  saw  more  hours  as  a  need  for  Native  Americans,  as  did  75%  (18) 
of  the  community  representatives. 
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Figure  5b.  Need  for  more  evening  and  weeltend  hours  to  better 
serve  Native  Americans  (%). 
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Transportation.  Regarding  transportation,  respondents  were  asked  about  its  availability  as  well 
as  the  need  for  more  service.  Of  the  local  health  departments,  45%  (9)  said  that  some  was  available 
(Figure  6a),  but  90%  (17)  said  that  more  help  was  needed  (Figure  6b).  Of  the  community  health  centers, 
43%  (3)  had  some  transportation  for  the  general  population,  while  an  additional  one  had  some  targeted 
for  Native  Americans  (Figure  6a).  All  of  these  centers  felt  that  more  help  was  needed  to  better  serve 
Native  Americans,  as  did  92%  of  the  community  organizations  (Figure  6b). 


Figure  6a.  Availability  of  transportation  (%). 
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Figure  6b.  Need  for  improved  transportation  to  better  serve 
Native  Americans  (%). 
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Lggatjon,  Respondents  were  also  asked  about  the  need  for  more  decentralized  services  (Figure 
7).  Of  the  local  health  departments,  79%  (15)  felt  that  more  help  was  needed  to  better  serve  the  Native 
American  community.  Nearly  all  of  the  community  health  centers,  86%  (6),  responded  similarly.  In 
addition,  92%  (22)  of  the  community  representatives  said  that  more  outlying  sites  were  needed  to  better 
serve  Native  Americans. 


Figure  7.  Need  for  more  decentralized  services  to  better  serve 
Native  Americans  (%). 
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Culturally  appropriate  methods. 

For  perceived  needs  and  strategies  in  tiiis  area,  58%  (11)  of  local  health  departments  felt  they 
needed  more  help  with  culturally  appropriate  or  culturally  based  care  (Figure  8a).  A  similar  need  for 
more  help  in  this  area  was  stated  by  86%  (6)  of  the  community  health  centers  and  79%  (19)  of  the 
community  organizations.  Regarding  culturally  appropriate  materials  for  health  education,  84%  (16)  of 
the  local  health  departments  responded  that  they  needed  more  help  (Figure  8b).  Of  the  community 
health  centers,  86%  (6)  wanted  more  help,  and  92%  (22)  of  the  community  organizations  felt  that  more 
help  was  needed  in  that  category. 

Figure  8a.  Need  for  healtii  care  that  is  culturally  appropriate  for 
Native  Americans  (%). 
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Figure  8b.  Need  for  educational  materials  that  are  culturally 
appropriate  Native  Americans  (%). 
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Partners  in  care. 

This  section  assessed  whether  the  local  health  departments  worked  closely  with  other  agencies 
and  organizations  to  provide  health  services  to  their  clients.  The  health  departments  were  asked  about 
their  public  and  private  partners,  and  also  church  partners. 

Of  the  20  local  health  departments,  95%  (19)  worked  with  public  agencies  for  the  general 
population  including  Native  Americans  (Figure  9a).  Similarly,  90%  (18)  worked  with  community 
agencies  for  those  purposes  (Figure  9b),  and  all  20  reportedly  worked  with  churches  for  both  populations 
(Figure  9c).  For  the  community  health  centers,  86%  (6)  worked  with  public  agencies  and  with  churches 
to  serve  both  Native  Americans  and  the  general  population  (Figures  9a  and  9c).  While  71%  (5)  of  the 
community  health  centers  worked  with  community  agencies  to  serve  both  population  groups,  one  had  a 
partner  that  targeted  the  Native  American  community  (Figure  9b). 


Figure  9a.  Public  agency  partners  of  health  agencies  (%). 
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Figure  9b.  Community  organization  partners  of  health  agencies 

(%). 
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Figure  9c.  Church  partners  of  health  agencies  (%). 
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Respondents  were  also  asked  about  the  need  for  more  partners  in  care  to  better  serve  Native 
Americans  (Figure  9d).  Of  the  health  departments,  58%  (1 1)  felt  they  needed  more  help  in  this  area, 
while  42%  (8)  felt  they  were  doing  all  right  with  what  they  had.  This  compares  to  71%  (5)  of  the 
community  health  centers  citing  a  need  for  more  help,  and  79%  (19)  of  the  community  representatives 
who  felt  more  help  was  needed  in  this  area. 


Figure  9d.  Need  for  more  partners  in  care  to  better  serve  Native 
Americans  (%). 
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Outreach. 


Several  outreach  methods  were  examined.  They  included  the  use  of  radios  and  television, 
newspapers,  flyers  and/or  posters,  and  health  fairs.  All  of  the  local  health  departments  said  that  they 
used  a  variety  of  outreach  methods  for  the  general  population  as  well  as  for  Native  Americans.  For 
brevity,  these  data  are  presented  descriptively,  rather  than  in  a  graph.  All  20  claimed  to  use  radio  or 
television  and  to  distribute  flyers  or  posters.  In  addition,  95%  (19)  claimed  to  use  newspapers  and  95% 
(19)  said  that  they  had  held  health  fairs.  Of  the  community  health  centers,  86%  (6)  claimed  to  use  each 
of  these  methods  to  reach  the  general  population  along  with  the  Native  American  community.  One  of 
the  health  centers  said  that  they  used  each  of  the  methods  specifically  to  target  Native  Americans. 

Respondents  were  asked  about  the  need  for  more  overall  outreach  to  the  Native  American 
population,  and  specifically  about  the  need  for  greater  use  of  media.  Regarding  more  outreach  activities, 
68%  (13)  of  the  local  health  departments  felt  a  need  for  help,  while  32%  (6)  felt  they  were  doing  all  right 
with  what  they  currently  had  (Figure  10a).  For  the  community  health  centers,  86%  (6)  saw  a  need  for 
more  help  in  this  area,  as  did  79%  (19)  of  the  community  representatives.  For  the  use  of  mass  media, 
68%  (13)  of  the  health  departments  felt  they  needed  more  help,  while  the  remaining  32%  (6)  thought 
they  were  all  right  at  present  (Figure  10b).  Of  the  community  health  centers,  71%  (5)  wanted  more  help, 
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while  27%  (2)  felt  they  were  doing  all  right.  The  community  organizations  saw  a  greater  need  for  help, 
with  83%  (20)  feeling  a  need  for  more  use  of  mass  media. 


Figure  10a.  Need  for  more  outreach  to  better  serve 
Native  Americans  (%). 
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Figure  10b.  Need  for  use  of  mass  media  to  better  serve  Native 
Americans  (%). 
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Data  on  ethnicity. 

Health  agencies  were  surveyed  about  the  availability  of  data  on  Native  American  ethnicity.  Of 
the  18  that  responded  to  this  item,  the  majority,  61%  (1 1),  said  they  did  not  keep  separate  statistics 
(Figure  1  la).  Some  of  these  health  departments  categorized  their  clients  as  White  or  non- White  only. 
Of  the  six  community  health  centers  that  answered  this  question,  83%  (5)  did  keep  separate  statistics  on 
Native  Americans. 


Figure  11a.  Availability  of  data  for  Native  American  ethnicity 

(%). 
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Respondents  were  also  asked  about  the  need  for  more  help  with  such  data  (Figure  1  lb).  Of  the 
health  departments,  74%  (14)  felt  a  need  for  more  help,  while  26%  (5)  felt  they  were  doing  all  right  at 
present.  Even  though  most  of  the  community  health  centers  had  such  data,  57%  (4)  wanted  more  help 
and  43%  (3)  felt  they  were  doing  all  right.  This  compares  to  the  responses  of  the  community 
representatives,  of  whom  88%  (21)  felt  a  need  for  more  help  in  that  area. 
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Figure  lib.  Need  for  more  data  by  Native  American  ethnicity 

(%). 
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DISCUSSION 

The  major  issues  addressed  in  this  section  are  those  concerning  culturally  appropriate 
services,  physical  access  to  services,  outreach  efforts  made  by  health  departments,  and  the  use  of 
partners  in  care  by  local  health  departments.  Each  of  these  issues  is  discussed  in  relation  to  its  role  in 
lowering  barriers  to  health  care  services  for  Native  Americans  in  North  Carolina. 


Cultural  appropriateness. 

Cultural  differences  may  be  a  barrier  for  Native  Americans  in  obtaining  health  care.  This 
includes  the  effects  of  cultural  beliefs,  values,  and  social  networks  on  the  content  of  health  care,  as  well 
as  the  communication  channels  used  and  the  wording  of  the  communication  (HRSA,  1991).  Agencies 
need  to  develop  models  for  community  assessment  that  are  culturally  and  linguistically  appropriate,  and 
that  are  applicable  in  many  locations  (USCLHO,  1993).  Nationally,  one-fourth  of  local  health 
departments  had  programs  that  were  targeted  to,  or  designed  for,  minority  health  (USCLHO,  1992). 

One  way  to  improving  the  health  of  a  community  is  to  develop  community-based  programs 
(Heath,  Wilson,  Smith,  &  Leonard,  1991).  Ideally,  these  would  include  traditional  values  that  have 
worked  in  the  past  for  the  culture  (Weltz,  1991).  In  some  locations,  this  could  include  the  traditional 
Native  American  diet,  which  is  lower  in  fat  and  higher  in  fiber  than  the  contemporary  US  diet.  Even 


I 


19 


more  important  may  be  traditional  healing  practices  that  could  be  incorporated  into  Western-style  health 
care  (Kramer,  1992;  Waldram,  1990).  Spirituality  and  prayer  are  important  components  of  healing  in 
many  Native  American  groups  (Cheung  &  Snowden,  1990). 

American  Indian  societies  are  culturally  distinctive,  diverse,  and  complex  (Dial,  1993). 
However,  problems  that  face  some  American  Indians  are  often  due  to  low  self-esteem  and  mistrust  of  of 
the  majority  population.  This  is  associated  with  the  fact  that  they  are  often  separated  from  their 
American  Indian  cultures,  and  may  not  identify  culturally  with  American  Indians  or  Native  Americans. 
Acculturation  and  biculturalism  have  contributed  to  the  variation  in  these  communities.  Acculturation  is 
the  process  of  adapting  to,  or  assimilating  into,  the  majority  culture.  Bicultural  people  maintain  aspects 
of  their  own  cultural  heritage  while  adapting  their  behavior  to  that  of  the  majority  culture. 

Cultural  awareness  is  important  not  only  for  the  client's  comfort  but  also  for  the  quality  and 
effectiveness  of  the  care  provided.  It  is  needed  to  get  people  into  health  care  sites,  to  ask  the  right 
questions,  to  build  trust  to  gain  the  patients'  participation,  and  to  effectively  communicate 
recommendations.  The  Office  of  Minority  Health  has  been  sponsoring  and  co-sponsoring  cultural 
diversity  trainings  around  the  state.  The  intent  is  to  increase  awareness  of  cultural  differences,  to 
encourage  incorporation  of  those  differences  into  the  care  provided,  and  to  emphasize  how  cultural 
differences  can  enrich  rather  than  inhibit  the  provision  of  health  care. 


Physical  access 

Hours.  Most  of  the  health  agencies  surveyed  had  some  evening  or  weekend  hours  available. 
However,  the  majority  of  respondents  still  saw  a  need  for  more  extended  hours  to  better  serve  the  Native 
American  community.  Many  clients  of  local  health  departments  and  many  minority  members  are  part  of 
the  working  poor.  They  may  not  have  any  job  benefits,  and  therefore  may  have  no  sick  time  or  leave 
time  to  use  for  obtaining  health  care.  Availability  of  evening  and  weekend  hours  could  lessen  the  need 
for  deciding  between  seeking  care  and  losing  a  day's  pay  (Brooks,  Smith,  &  Anderson,  1991). 

Transportation.  Transportation  was  a  concern  for  many  respondents.  The  majority  of  health 
agencies  did  not  have  any  available  for  their  clients.  In  a  national  study,  location  of  services  near 
minority  communities  was  one  of  the  most  common  means  of  targeting  minorities;  transportation  was 
one  of  the  least  used  methods  (USCLHO,  1992). 

Inadequate  transportation  is  mentioned  repeatedly  in  the  literature  as  a  barrier  to  health  care 
for  minorities.  This  is  particularly  the  case  regarding  access  to  prenatal  health  services  (HRSA,1991). 
In  a  study  of  White,  African-American  and  Native  American  women  who  had  just  delivered,  32% 
identified  transportation  as  a  barrier  to  attaining  regular  prenatal  care  (Lia-Hoagberg,  Rode,  Skovholt, 
et  al,1990).  Lack  of  transportation  was  the  cause  of  missed  appointments  for  26%  of  these  women. 
Transportation  was  also  a  major  concern  noted  in  the  regional  hearings  on  minority  health  in  North 
Carolina  (Lopez,  1993b). 

Outreach.  Most  of  the  health  agencies  reportedly  used  the  media  for  reaching  the  Native 
American  community  along  with  the  general  population.  However,  only  one  agency  claimed  to  use  these 
channels  specifically  for  reaching  Native  Americans.  Consequently,  there  was  much  reported  need  for 
improving  outreach  to  this  population;  this  was  perceived  by  most  of  the  health  agencies  and  community 
representatives.  Nationally,  the  use  of  media  and  marketing  was  one  of  the  least  used  methods  to  reach 
minorities,  although  outreach  for  health  education  was  frequently  used  (USCLHO,  1992).  Another 
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potentially  useful  method  for  reaching  people  is  lay  health  promotion  (Cleaver,  Ratcliff,  &  Rogers, 
1989),  but  this  was  one  of  the  least  used  methods  by  local  health  departments  in  a  national  study 
(USCLHO,  1992). 


Partners  in  care. 

While  most  of  the  health  agencies  had  partners  in  care,  only  one  had  a  partner  that  was 
targeted  to  serving  the  Native  American  community.  The  others  had  public  and  private  partners  to 
serve  the  general  population  as  well  as  Native  Americans.  Partnerships  of  public  agencies  with 
community  organizations  may  provide  the  only  means  for  decreasing  the  health  gap  between  Whites 
and  minorities  (Levine,  Becker,  Bone,  et  al,  1992).  However,  the  development  of  partnerships  was 
also  one  of  the  least-used  strategies  by  health  departments  in  a  national  study  (USCLHO,  1992). 


Data  needs. 

Less  than  one-third  of  local  health  departments  said  they  had  data  available  and  accessible  on 
Native  American  ethnicity.  It  is  therefore  understandable  that  some  respondents  had  difficulty 
expressing  needs  for  serving  this  population  when  they  did  not  have  sufficient  data  for  use  in  program 
planning  or  evaluation.  Starting  July  of  1993,  all  local  health  departments  have  computerized  systems 
and  record  Native  American  ethnicity  for  adult  health  programs.  Maternal  and  child  health  has  had  such 
a  computerized  system  for  some  time.  In  a  national  study  (USCLHO,  1992),  the  most  available  data  for 
minority  health  was  in  the  area  of  infant  health.  Limited  data  was  available  for  immunizations,  hepatitis 
A,  sexually  transmitted  diseases,  and  tuberculosis.  Improving  the  availability  and  retrieval  of 
information  at  the  local  level  was  a  major  recommendation  from  that  work  (USCLHO,  1993).  In  the 
future,  we  should  be  better  able  to  determine  the  reach  and  coverage  of  programs  for  Native  Americans 
in  North  Carolina,  as  well  as  possibly  examine  the  effectiveness  of  some  efforts. 

Problems  with  racial  and  ethnic  data  at  the  national  level  have  also  been  recognized  (Hahn,  1992; 
Krieger,  1992).  For  birth  certificates,  the  race  of  the  mother  has  been  used  since  1989.  Previously,  there 
was  a  complex  formula  for  determining  race  that  included  the  race  of  the  parents.  At  death,  race  is 
determined  from  information  given  to  the  funeral  director  by  the  next  of  kin.  In  the  census,  respondents 
identify  themselves  according  to  race  (Hahn,  1992).  These  variations  make  it  difficult,  as  noted  earlier, 
to  track  progress  toward  improving  the  health  of  minority  populations.  Efforts  are  being  made  by  federal 
agencies  to  improve  the  quality  of  public  health  data  for  minorities  (Centers  for  Disease  Control,  1993; 
Feinleib,  1993).  This  includes  the  validity  of  the  racial  and  ethnic  designations  as  well  as  increasing  the 
sample  sizes  so  there  are  adequate  numbers  for  reliable  and  valid  estimates. 


Community  members  and  program  planning 

Developing  effective  health  programs  and  research  projects  for  Native  Americans  requires  input 
from  the  Native  American  community  (Dial,  1993).  Principles  of  community  organization  and 
development  can  be  used  to  do  this.  One  method  is  to  train  Native  Americans  as  outreach  workers  who 
can  interact  competently  with  their  community  members.  We  also  need  to  increase  the  numbers  of 
Native  Americans  who  enter  the  health  professions  (Prieto,  1989;  Tefft  &  Mayo,  1994).  This  is 
necessary  to  have  culturally  competent  providers  and  to  have  resources  for  planning  programs  and 
services. 
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SUMMARY  AND  RECOMMENDATIONS 

North  Carolina  has  the  largest  American  Indian  population  east  of  the  Mississippi  River  and  the 
seventh  largest  American  Indian  population  in  the  nation.  Native  Americans  are  one  of  the  poorer 
groups  in  the  United  States,  with  a  poverty  rate  as  high  as  three  times  the  national  rate.  The  health  of  this 
community  in  North  Carolina  is  better  than  that  of  African- Americans  but  worse  than  that  of  Whites. 

Transportation  was  seen  as  a  particular  need  for  Native  Americans  by  nearly  all  respondents. 
Similarly,  the  majority  of  health  agencies  and  community  organizations  felt  a  need  for  more  evening  and 
weekend  hours  to  better  serve  Native  Americans.  The  location  of  health  services  was  another  area  in 
need  of  improvement  as  identified  by  the  majority  of  respondents.  There  was  much  perceived  need  for 
culturally  appropriate  materials  for  health  education  and  much  need  for  culturally  appropriate  care. 

Although  most  were  doing  some  outreach  using  a  variety  of  media,  there  was  great  perceived 
need  for  more  outreach  efforts.  Recommendations  from  this  survey  include  the  development  of  more: 

♦  partnerships  between  health  departments  and  community  organizations  for  providing  services  and 
mutual  support,  and  for  the  development  of  culturally  appropriate  services; 

♦  outreach  to  the  Native  American  community  to  increase  awareness  of  services  available; 

♦  accessible  transportation  systems  or  decentralized  services; 

♦  extended  hours  to  improve  access  for  this  community;  and 

♦  advisory  groups  with  Native  American  representation  for  input  on  health  and  human  service  needs. 

This  preliminary  assessment  and  the  information  in  the  literature  should  be  useful  in  addressing 
the  health  service  needs  of  Native  Americans  in  North  Carolina. 
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APPENDIX  A. 


NATIVE  AMERICAN  AND  TOTAL  POPULATION  BY  COUNTY 
NORTH  CAROLINA 


COUNTY 

ALAMANCE 

ALEXANDER 

ALLEGHANY 

ANSON 

ASHE 

AVERY 

BEAUFORT 

BERTIE 

BLADEN 

BRUNSWICK 

BUNCOMBE 

BURKE 

CABARRUS 

CALDWELL 

CAMDEN 

CARTERET 

CASWELL 

CATAWBA 

CHATHAM 

CHEROKEE 

CHOWAN 

CLAY 

CLEVELAND 

COLUMBUS 

CRAVEN 

CUMBERLAND 

CURRITUCK 

DARE 

DAVIDSON 

DAVIE 

DUPLIN 

DURHAM 

EDGECOMBE 

FORSYTH 

FRANKLIN 

GASTON 

GATES 

GRAHAM 

GRANVILLE 

GREENE 

GUILFORD 

HALIFAX 

HARNETT 

HAYWOOD 

HENDERSON 

HERTFORD 

HOKE 

HYDE 

IREDELL 

JACKSON 


NATIVE  AMERICAN 

TOTAL 

POPULATION 

POPULATION 

303 

108,213 

52 

27,544 

8 

9,590 

69 

23,474 

21 

22,209 

23 

14,867 

28 

42,283 

46 

20,388 

464 

28,663 

242 

50, 985 

486 

174,821 

133 

75,744 

313 

98,935 

105 

70,709 

21 

5,904 

269 

52,556 

26 

20,693 

232 

118,412 

125 

38,759 

405 

20,170 

24 

13,506 

39 

7,155 

114 

84,714 

1,370 

49, 587 

319 

81, 613 

4,425 

274,566 

66 

13,736 

37 

22,746 

395 

126,677 

86 

27,859 

104 

39,995 

425 

181,835 

73 

56,558 

551 

265,878 

74 

36,414 

397 

175,093 

8 

9,305 

454 

7,196 

99 

38,345 

16 

15,384 

1,637 

347,420 

1,711 

55,516 

601 

67,822 

180 

46,942 

197 

69,285 

228 

22,523 

3,176 

22,856 

4 

5,411 

193 

92, 931 

2,667 

26,846 

NATIVE  AMERICAN  AND  TOTAL  POPULATION  BY  COUNTY 
NORTH  CAROLINA 


COUNTY 

JOHNSTON 

JONES 

LEE 

LENOIR 

LINCOLN 

MACON 

MADISON 

MARTIN 

MCDOWELL 

MECKLENBURG 

MITCHELL 

MONTGOMERY 

MOORE 

NASH 

NEW  HANOVER 

NORTHAMPTON 

ONSLOW 

ORANGE 

PAMLICO 

PASQUOTANK 

PENDER 

PERQUIMANS 

PERSON 

PITT 

POLK 

RANDOLPH 

RICHMOND 

ROBESON 

ROCKINGHAM 

ROWAN 

RUTHERFORD 

SAMPSON 

SCOTLAND 

STANLY 

STOKES 

SURRY 

SWAIN 

TRANSYLVANIA 

TYRRELL 

UNION 

VANCE 

WAKE 

WARREN 

WASHINGTON 

WATAUGA 

WAYNE 

WILKES 

WILSON 

YADKIN 

YANCEY 


NATIVE  AMERICAN 

TOTAL 

POPULATION 

POPULATION 

178 

81,306 

8 

9,414 

169 

41,374 

70 

57,274 

120 

50,319 

76 

23,499 

19 

16,953 

20 

25,078 

72 

35,681 

1,936 

511,433 

19 

14,433 

92 

23,346 

309 

59,013 

218 

76,677 

435 

120,284 

42 

20,798 

939 

149,838 

286 

93,851 

33 

11,372 

59 

31,298 

76 

28,855 

18 

10,447 

181 

30,180 

214 

107, 924 

17 

14,416 

453 

106,546 

502 

44,518 

40,511 

105,179 

149 

86,064 

262 

110, 605 

95 

56, 918 

876 

47,297 

2,430 

33,754 

155 

51,765 

52 

37,223 

66 

61,704 

3,075 

11,268 

79 

25,520 

4 

3,856 

294 

84,211 

69 

38,892 

1,148 

423,380 

763 

17,265 

13 

13,997 

59 

36,952 

265 

104, 666 

69 

59,393 

70 

66,061 

22 

30,438 

27 

15,419 

Appendix  B.  Counties  included  in  the  Native  American  assessment 


Bladen 

Cherokee 

Columbus 

Cumberland 

Graham 

Guilford 

Halifax 

Harnett 

Hertford 

Hoke 

Jackson 

Mecklenburg 

Onslow 

Richmond 

Robeson 

Sampson 

Scotland 

Swain 

Wake 

Warren 
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The  mission  of  the  Office  of  Minority  Health  is  to  improve  the  health  status  of  racial  and  ethnic 
minorities  by  promoting  and/or  developing  policies,  programs,  and  services. 

The  Minority  Health  Advisory  Council  advises  the  Governor  and  Cabinet  Secretary  on 
minority  health  issues.  The  15-member  Council  is  composed  of  state  legislators,  community  leaders,  and 
health  and  human  service  professionals. 
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